biological and cellular aging and has been associated with the development of HF. 7 The severity of myocardial fibrosis is another abnormality observed in elderly patients, and is associated with increased susceptibility to HF. In the study by Ozieranski et al, 1 most of the patients with HF under the age of 75 years were male, but over the age of 75 years, the sex distribution was almost equal because of the increase in the number of women with HF. In the Polish ESC-HF Long-Term Registry, the risk of death or rehospitalization was shown to increase with age over 75 years old, which is consistent with the findings of other studies. 2,4,9 However, the study lacks data on the sex distribution of patients with HF-PEF and the number of patients with acute HF. This information would verify the results of some studies which revealed that elderly patients hospitalized for acute HF are more likely to be female and to have higher ejection fraction and a higher prevalence of HF-PEF compared with younger patients. 2,10,11 These patients also have an increased prevalence of comorbidities including AF, hypertension, cerebrovascular disease, anemia, and renal failure.
10-12 On the other hand, CAD and diabetes are less common in very elderly patients (>75 years old).
2,9-12 This may be explained by the longer survival of patients without these diseases, which, on the other hand, causes systolic dysfunction and HF at a younger age. 13 In contrast to younger patients with HF, elderly patients with acute decompensation of HF more often present with acute pulmonary edema and hypertension, which is consistent with a significant vascular contribution to the underlying pathophysiology.
2 Conversely, elderly persons with chronic HF may present with a gradual onset of symptoms and atypical findings, including loss of appetite, tiredness, and global weakness, whereas traditional HF symptoms may be absent or difficult to interpret due to the lack of specificity.
Despite contemporary therapeutic options, heart failure (HF) is a growing public health problem, especially in elderly population.
In an article by Ozieranski et al, 1 the authors made an attempt at assessing the clinical profile and 1-year outcomes of 765 elderly patients hospitalized for HF decompensation and participating in the Polish ESC-HF Long-Term Registry. Patients aged 65 years or older were compared with those younger than 65 years of age. An additional subanalysis sought to determine the clinical differences among elderly patients aged from 65 to 74 years and the very elderly, aged 75 years or older. 1 Nowadays, it is particularly important to investigate the clinical characteristics of elderly patients as well as the effects of contemporary therapies on the outcomes of these patients. This is because most clinical trials on HF excluded this population, especially persons over 75 years of age.
2,3
Except more frequent comorbidities such as hypertension, coronary artery disease [CAD], or atrial fibrillation[AF], aging is associated with specific changes to cardiac structure and function, which may explain a number of pathophysiological and phenotypic features typical for the elderly.
2 Among these, particularly important is the greater predisposition of these patients to develop HF, especially HF with preserved ejection fraction (HF-PEF).
4,5 These changes involve the reduction in the number of myocytes and regenerative capacity of cardiac progenitor cells, which occurs even in individuals without evidence of cardiovascular disease. 5 The loss of functioning cardiomyocytes is compensated by hypertrophy of the remaining cells. 5, 6 Alterations in the function of myocytes associated with older age also include impaired calcium metabolism and regulation, as well as secondary less efficient adenosine triphosphate ATP utilization, which reflects changes in the processes of contraction and relaxation of the heart muscle. 1 The shortening of telomeres has been suggested as a marker of
